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ABSTRACT  
 
Aims To test a model that delineates advanced practice nursing from the practice profile of other 
nursing roles and titles.  
Background. There is extensive literature on advanced practice reporting the importance of this 
level of nursing to contemporary health service and patient outcomes. Literature also reports 
confusion and ambiguity associated with advanced practice nursing. Several countries have 
regulation and delineation for the nurse practitioner but there is less clarity in definition and service 
focus of other advanced practice nursing roles.   
Methods Using the modified Strong Model of Advanced Practice Role Delineation tool a survey 
was conducted in 2009 with a random sample of registered nurses/midwives from government 
facilities in Queensland, Australia. Analysis of variance compared total and subscale scores across 
groups according to grade. Linear, stepwise multiple regression analysis examined factors 
influencing advanced practice nursing activities across all domains. 
Results There were significant differences according to grade in mean scores for total activities in 
all domains of advanced practice nursing. Nurses working in advanced practice roles (excluding 
nurse practitioners) performed more activities across most advanced practice domains. Regression 
analysis indicated that working in clinical advanced practice nursing roles with higher levels of 
education were strong predictors of advanced practice activities overall.     
Conclusion Essential and appropriate utilisation of advanced practice nurses requires clarity in 
defining roles and practice levels. This research delineated nursing work according to grade and 
level of practice, further validating the tool for the Queensland context and providing operational 
information for assigning innovative nursing service.  
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SUMMARY STATEMENT 
 
What is already known about this topic 
 There is increasing pressure on health services globally necessitating service reform.  
Innovative nursing roles are being created to address the reform agenda and improve access to 
health care.  
 Research has demonstrated that advanced practice nursing improves outcomes for patients in a 
range of contexts and specialty fields.   
 There is a large volume of literature attesting to the confusion and ambiguity related to 
advanced practice nursing roles and nomenclature. 
 What this paper adds 
 A tool, validated in this and previous research, for defining domains of practice and delineating 
advanced practice from other roles and levels of nursing. 
 The M-Strong AP Model provides operational definitions for advanced practice nursing roles 
and levels of practice and differentiates advanced from standard nursing practice. 
 The potential to reduce confusion and role ambiguity related to advanced practice nursing. 
Implications for practice and/or policy 
 Nursing service directors can achieve optimum utilisation of the nursing workforce and 
evaluation of advanced practice nursing roles. 
 Professional and industrial nursing bodies and education providers have research validated 
information to inform nursing career pathways, promotional structures and postgraduate course 
design.  
 Effective nursing role delineation will assist health service managers in assigning and 
implementing nursing roles appropriate to service needs and patient requirements.        
 
KEY WORDS:  Advanced practice nursing, nurse practitioner, nursing roles, models of advanced 
practice, health services research  
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Title: Delineating the practice profile of advanced practice nursing: a cross sectional survey 
using the Modified Strong Model of Advanced Practice 
 
  
INTRODUCTION    
The dynamic nature of the contemporary health service environment has heralded a paradigm shift 
in service delivery models accompanied by changes to the nature and configuration of the health 
workforce, increased specialisation and sub-specialisation, a stronger focus on multidisciplinary 
care and shifts in the scope and parameters of clinical practice. According to some views, nursing 
service has long been underutilised and the changing health service landscape has provided  
significant opportunities for nurses through creation of innovative service roles to improve the 
community’s access to health care (Newhouse et al. 2011). Many of these roles draw upon 
advanced and extended nursing skills and as Fawcett et al (2004) observed these roles have come to 
be called advanced practice nursing.  
The proliferation of advanced practice nursing roles globally has resulted in confusion, both within 
and external to the profession, about the scope and service potential of advanced nursing (Duffield 
et al. 2009). The purpose of this research was to test a model of advanced practice nursing for its 
capacity to characterise advanced practice and delineate advanced from other levels of nursing 
practice thus provide a tool for service planning, nursing career pathways, promotional structures 
and postgraduate course design. 
Background 
The volume of peer reviewed literature relating to advanced practice nursing (APN) is vast (Thoun 
2011). The scope of this body of work over recent years attests to the importance that APN service 
has to contemporary health care, and also the extent to which researchers and writers are seeking to 
progress and refine knowledge about this evolving level of nursing service and the influence on 
patient outcomes (Newhouse et al. 2011). There is also a consistent theme in the international 
literature that APN as a description of a level and role in nursing service is ambiguous, lacks 
universal understanding and is variously defined (Currie et al. 2007, Lowe et al. 2012, Lloyd Jones 
2005).  
 
In addition to the lack of stability in nomenclature, distractions abound in the debates related to 
generalist, specialist and blended advanced practice roles (Thoun 2011, Wickham 2003, Elsom et 
al. 2006, Dicenso 2008). The International Council of Nurses (ICN) Nurse Practitioner/Advanced 
Practice Nursing Network provides a definition and characteristics of the blended role of the nurse 
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practitioner and advanced practice nurse (2005). This definition and role description attends to the 
need for contextual characteristics, covers all relevant elements including educational preparation, 
regulatory mechanisms and scope of practice and claims to represent current and potential roles 
worldwide. However the ICN description relates to what is increasingly being recognised in many 
countries as the characteristics of the nurse practitioner role rather than a complex blending of 
attributes of senior nurse clinicians.  
 
These and other attempts to provide meaning and definition for APN fail to address the issue that 
concerns health service planners and the nursing discipline, on both professional and industrial 
levels; that is, the distinction in service capability between the nurse practitioner and other advanced 
practice roles. This lack of consistency and common meaning of APN has significant implications 
for optimum utilisation of nursing in health service and for cross border utilisation of research in 
this field.   
 
Over time there has been work in several countries to bring stability and universality to the meaning 
of APN. There is now an emerging body of literature calling for regulation and delineation for the 
nurse practitioner role. The nurse practitioner has been defined and regulated with title protection 
and regulatory mechanisms, for practice that extends beyond nursing’s regulated scope of practice, 
in several countries including Australia, New Zealand, Canada and the USA (Pulcini et al. 2010). In 
the UK, there is less distinction between advanced practice roles with no separate regulatory 
mechanism for nurse practitioners (Skills for Health 2011, Morgan 2010).  Following a study and 
comparison of nurse practitioner characteristics in the USA and UK, Morgan (2010) concluded that 
lack of standards in education, role definition and title protection of nurse practitioners in the UK 
has hindered development of this level of nursing service. Mick and Ackerman (2002) call for 
delineation of the clinical nurse specialist (CNS) and nurse practitioner roles claiming that the two 
are more different than they are alike and call for strengthening and delineating the two roles. Brook 
and Rushforth (2011) assert  that the nurse practitioner role is distinct from all other advanced 
practice roles. The authors describe the nurse practitioner as a hybrid role that combines skilled 
nursing with medical skills and for this reason argue for a regulatory framework for nurse 
practitioners to meet mandatory standards of education and practice to ensure public protection.  
 
Development and recognition of advanced practice roles in Australia is relatively new and the 
process was informed by international experiences. The Australian nurse regulatory authorities 
moved early to standardise the nurse practitioner role before it became un-problematically 
entrenched in service models and undifferentiated from other APN roles. In 2004 the (then) 
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Australian Nursing Council and the Nursing Council of New Zealand collaborated to fund research 
to describe the core role and develop standards for recognition, education and practice of nurse 
practitioners in Australia and New Zealand (Australian Nursing and Midwifery Council 2006). The 
outcomes of this research were: description of the core role, generic competency standards, 
education standards and standards for authorisation of nurse practitioners in the two countries 
(Carryer et al. 2007, Gardner et al. 2006, Gardner et al. 2006). In 2006 the Australian Nursing and 
Midwifery Council adopted these standards nationally. Hence in Australia the nurse practitioner 
title is protected by legislation and the role is defined by national standards, a regulatory framework 
and extended practice is supported by legislation. Conversely, advanced practice nursing sits within 
the registered nurse scope of practice with no need for additional regulation. 
 
Work in the Australian and New Zealand context in addition to the ICN and other work cited above 
enable a universal understanding of the nurse practitioner role. However other advanced practice 
roles in Australia and internationally remain undifferentiated from the nurse practitioner role and 
poorly defined with a multitude of different titles creating confusion within and outside the nursing 
profession. 
 
Most of the literature on advanced practice nursing roles stems from the UK, Canada, USA and 
Australia and is predominately discussion or review papers. The body of research on the topic of 
advanced practice role delineation is limited. With a continuing growth in consumer demand for 
health services and increasing attention to health service and workforce reform models (Duckett 
2006) there is an urgent need for clarity in role definition for the collection of advanced practice 
nursing roles that function to the full extent of nursing’s legislated practice parameters as opposed 
to extended beyond the  registered nurse scope of practice. From a health service planning 
perspective, successful implementation of new nursing roles requires a clear understanding of the 
intended function of the new role and clear demarcation of boundaries of the role (McKenna et al. 
2008), particularly in differentiating the nurse practitioner from other APN roles and practice scope.  
 
The study reported here is part of a health services research and development program with the 
overarching goal of design, development and testing of an operational framework for differentiating 
and assigning APN roles for the Australian health service context. Early work in the program 
(Gardner et al. 2007) identified the Strong Model of Advanced Practice (Ackerman et al. 1996) as 
having potential to delineate the parameters of practice for the APN role in Queensland, Australia. 
The original model was developed in 1994 by a group nurse clinicians and academics in the USA 
(Mick & Ackerman 2000). Their goal was to characterise the clinical nurse specialist (CNS) role 
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and delineate the role from that of the nurse practitioner. Five domains of practice and their related 
activities were described based on the American Association of Critical Care Nurses’ position 
statement on the role of the CNS.  
 
A questionnaire developed from the model was modified and used with permission from the authors 
(Mick & Ackerman 2000) to test the model in the Queensland context (Chang et al. 2010). 
 This current paper reports on the investigation of the role and activities of advanced practice nurses 
in Queensland and reports further testing of the Modified Strong Model of Advanced Practice (M-
Strong AP Model) through comparisons among the different grades of nurse and extent of domain 
activities using the Modified Strong Advanced Practice Role Delineation (M-Strong APRD) tool. 
The purpose of this study was to test the utility of the M-Strong AP Model (see Table 1 for M-
Strong AP Model domains of practice) to provide a service framework for the range of advanced 
practice nursing roles that function within the regulatory structure of the registered nurse. Therefore 
the operational definition of APN for this study was all advanced nursing roles with the exception 
of the nurse practitioner.      
 
THE STUDY 
 
Aim 
The aim of the study was to test a Model that differentiates APN roles from standard registered 
nurse/midwife roles through comparison of:  
1. The extent of advanced practice activity according to the nursing/midwifery position title and 
grade of practice 
2. The patterns of advanced practice activity for all grades of nurse/midwife according to their 
education level. 
3. The patterns of advanced practice activity according to type of advanced practice nurse 
positions. 
Further analysis was directed by the following null hypothesis: 
There will be no difference in advanced practice activity between advanced practice nurses in 
clinical positions and nurses in all other positions and grades of practice.  
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Table 1 M-Strong AP Model Domains and Domains 1 & 2 Activities 
Domain of Practice Activities Domain 1: Direct comprehensive care 
Domain 1:Direct comprehensive care 
Activities carried out on behalf of  patients 
and their specific needs. These are ‘hands 
on’ activities such as procedures, 
assessments, interpretation of data, 
providing physical care and counselling. 
1.1  Conduct and document patient history and physical examination 
1.2 Assess psychosocial, cultural and religious factors affecting 
patient needs 
1.3 Identify and initiate required diagnostic tests and procedures 
1.4 Gather and interpret assessment data to formulate plan of care 
1.5 Perform specialty-specific care and procedures 
1.6  Assess patient/family response to therapy and modify plan of care  
1.7  Communicate plan of care and response to patient/family 
1.8  Provide appropriate education (counselling) to patient & family 
1.9 Document appropriately on patient record 
1.10  Serve as a consultant in improving patient care and nursing 
practice based on expertise in area of specialisation 
1.11  Facilitate the process of ethical decision making in patient care 
1.12  Coordinate interdisciplinary plan for care of patients 
1.13  Collaborate with other services to optimise patient’s health 
status 
1.14  Facilitate efficient movement of patient through healthcare 
system 
Domain 2:Support of Systems 
Activities that promote innovative 
patient care and facilitate the optimal 
progression of patients through the 
healthcare system. Role advocacy is an 
important component of this domain. 
Domain 3:  Education        
Dissemination of current scientific 
knowledge to caregivers & students. 
Also the provision of information to the 
public enabling them to cope with 
illness, as well as to promote wellness.   
Domain 4:  Research                     
Supporting generation of knowledge & 
the integration of research findings into 
clinical practice. Such activities support 
a culture of practice that challenges the 
norm and strives to find better ways to 
provide care 
Activities Domain 2: Support of Systems 
2.5  Actively participate in the assessment, development, 
implementation, and evaluation of quality-improvement programs 
in collaboration with nursing leadership 
2.6  Provide leadership in the development, implementation, and 
evaluation of standards of practice, policies and procedures 
2.7  Serve as a mentor 
2.8  Advocate the role of the nurse 
2.9  Serve as a spokesperson for nursing and the medical centre 
when interacting with other professionals, patients, families, and 
the public 
Domain 5:  Publication & Professional 
Leadership                                  
Activities involve sharing and 
dissemination of knowledge within an 
area of expertise that is beyond the 
individual’s institutional setting. It 
requires commitment to the profession 
and to the profession’s public. 
 
Adapted from Mick and Ackerman 2000 
 
 Design 
A state wide survey was undertaken to determine the extent to which registered nurses from various 
grades of employment carry out the activities as itemised in the M-Strong APRD tool within each of 
five domains of advanced practice in the Model.  
 
Participants 
All publically funded health service contexts in Queensland had the potential to be represented. 
Computer generated, stratified random sampling was used to ensure representation according to 
type of healthcare facility and region in Queensland. Nurses from tertiary, acute, and community 
facilities, in metropolitan and regional settings, and employed in grades 5-11 were included in the 
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study. Table 2 illustrates nursing/midwifery classification in Queensland; Grades 5 and 6 are 
standard registered/licensed nurse/midwife levels with Grade 6 having additional roles related to 
teaching and care coordination. The remaining grades designate specific positions with Grade 7 
recognised as APN roles.  At the time of the survey there were very few nurses employed in 
Queensland as Nurse Practitioners so this nursing level was not included in the study.  
 
Sample size was estimated on the number needed to compare nurses on the M-Strong APRD tool   
activities and domains of practice according to their grade of employment. To allow for differences 
of numbers of nurses employed at each level, initially four groups were determined based on both 
type and grade of work.  Accordingly, group 1 comprised registered nurses, (Table 2 Grade 5), 
group 2 were clinical nurses who have education, facilitation and clinical duties (Table 2 Grade 6), 
while group 3 consisted of nurses working at an advanced level with clinical, education, research 
and/or unit management roles (Table 2 Grade 7). Group 4 comprised senior grade nurses working in 
management (Table 2 Grades 9-12).  
 
A small to medium effect size was found in a pilot study using a similar APRD tool to compare 
groups of nurses (Mick & Ackerman 2000). The sample size for comparing groups with this effect 
size, power of 0.80 and alpha of 0.05 is 274 per group, resulting in an overall required sample size 
of 1096 (Cohen 1992). The sample size was  increased to account for the likely 50% maximum 
return rate estimated for survey design (Dillman 1991) and after taking into account actual numbers 
of nurses within each group on the database, a final number of 1592 nurses were invited to 
participate. Surveying this number of nurses aimed to ensure that the information from those in a 
wide variety of positions and contexts across grades 5-11 would be obtained and that comparisons 
among subgroups of the sample was feasible. This sample size also more than meets the 
requirements for undertaking stepwise linear regression to identify the factors determining the 
extent of advanced practice nurse activity within each of the five domains of the M-Strong AP 
Model. 
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Table 2 Registered Nurse/Midwife Classification Structure – Queensland Health  
Grade Position/Title 
5 Registered Nurse/Registered Midwife  
6 Clinical Nurse/Clinical Midwife  
7* 
 
 
 
 
 
 
Clinical Nurse/midwife Consultant** 
Nurse/midwife Unit Manager ** 
Nurse/midwife Manager  
Nurse/midwife Educator  
Nurse Researcher  
Public Health Nurse   
Nurse Practitioner Candidate  
8 Nurse Practitioner  
9 Assistant Director of Nursing/Nursing Director 
10 Director of Nursing  
11 District Director of Nursing  
12 Executive/District Director of Nursing  
Further detailed information can be found at:   
http://www.health.qld.gov.au/qhpolicy/docs/pol/qh-pol-179.pdf 
 * Grade 7 positions are operationally defined for this study as advanced practice nursing  
  ** Clinical APN positions 
 
Data collection 
 
A state-wide survey was conducted in 2009. Mail outs were administered by staff in the Office of 
the Chief Nurse in the health department to maintain confidentiality. Nurses/midwives randomly 
selected from the state health database were sent a package containing a letter of invitation to 
participate in the survey, participant information document, the M-Strong APRD questionnaire and 
an addressed, reply-paid envelope.  
The questionnaire comprised three sections.  
 Section A: Demographic data on professional and educational qualifications, current position, 
length of nursing experience and practice setting;  
 Part B: The M-Strong APRD questionnaire comprises 41 items within 5 domains of practice: 
Direct Comprehensive Care, Support of Systems, Research, Education and Professional 
Leadership. For each activity within the domain, respondents were asked to rate the extent to 
which they undertake that activity, on a 5 point Likert scale, where 4 = to a very great extent; 3 
= to a great extent; 2 = to some extent; 1 = to a little extent; 0 = not at all;  
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 Part C of the tool asked respondents to indicate on the 5 point Likert scale the extent of time 
they spent working within each of the five domains. 
 
 Ethical consideration 
The study was approved by Ethics committees from both the state health authority and the 
university supporting the study. Nurses agreeing to participate were assured of the anonymity of 
their responses and that return of the completed questionnaire would indicate their consent to 
participate. 
 
Data analysis 
Data were collected and entered into an SPSS database (Version 19.0). Data were cleaned using 
frequency charts to detect outliers and wild codes and descriptive statistics were used to summarise 
the demographic data and scores for the M-Strong APRD questionnaire and subscales.  Analysis of 
variance was undertaken to compare the total and subscale scores across the four groups according 
to grade, and Scheffe multiple comparison tests were used to determine between which groups any 
significant differences lie, while taking account of differences in sample size. Participants with 
more than one missing item from Part B of the questionnaire were eliminated from the analysis 
(n=21). Where participants missed only one item the pattern of missing data appeared to be 
‘missing completely at random’ and the domain mean was calculated over the remaining items. 
Participants with missing data in more than one domain from Part C were eliminated from analysis 
(n=24). Linear, stepwise multiple regression analysis was undertaken to identify factors influencing 
APN activities across all domains. The model comprised five independent variables: length of 
nursing experience, educational qualification, context of practice and a dummy variable for Grade 7 
(APN) nurses in clinical and non-clinical practice (see Table 2). 
 
Validity and Reliability 
The content of the M-Strong APRD tool was confirmed through a Delphi study (Chang et al. 2010). 
Construct validity of the tool was tested using exploratory factor analysis (Chang et al. 2011) with 
results showing five factors with eigenvalues above 1 accounting for 70% of the total variance. 
Reliability of the tool was supported with a Chronbach’s alpha coefficient of 0.94. 
 
RESULTS 
A total of 660 responses were obtained. Two responses were excluded as the nurses had reported 
their position as Nurse Practitioner and for this study due to low numbers we excluded this position. 
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The overall response rate was adjusted to account for 31 of the questionnaires that had been 
returned due to a wrong or unknown address. The adjusted response rate was 42%.  
A full report of sample characteristics including demographic data can be found in Chang et al., 
(2011). In summary 90% of the sample was female, the majority was aged between 40 and 49 and 
worked in the hospital setting. The largest proportion (27%) was educated at Bachelor of Nursing 
level with 15% educated at Masters level. For this phase of our study, responses were analysed 
according to grade of practice. Distribution of the sample across these grades was: Grade 5: 22% 
(N= 146); Grade 6: 27% (N=175); Grade 7: 38% (N=249) and Grade 9-12: 13% (N=86). Midwives 
made up 4% of the sample (n=27). Only two midwives were employed at Grade 7 or above and the 
remainder were employed at Grade 5 (n=12) and Grade 6 (n=13). Following examination of the 
sample characteristics analysis of data was conducted to delineate between standard registered 
nurse/midwifes (Grades 5 and 6) from advanced practice nurses (Grade 7) 
 
 Extent of Total APN activities  
The survey collected data on nurse’s/midwives’ perceptions of time spent on individual activities in 
each of the domains as well as time spent working within each domain. Given the different number 
of items per domain all total perception scores were converted to means, with possible mean scores 
ranging from 0 (not at all) to 4 (a very great extent).  Table 3 shows that the number and extent of 
APN activities performed in each domain (Part B of the questionnaire), is consistent with 
perceptions of time spent working within the domains (Part C of the questionnaire), with greatest 
activity in the direct care and support of systems domain followed by education then research and 
least in professional leadership.  
 
Table 3.  Means and standard deviations of APN activities performed within domains, and 
extent of time working in each domain.  
 APN Activities Work time within Domains 
 Mean SD Mean SD 
Direct comprehensive care 2.49 1.00 2.78 1.36 
Support of systems 2.52 0.96 2.79 0.96 
Education 2.29 0.93 2.72 1.00 
Research 1.60 1.02 1.93 1.06 
Professional leadership 1.45 1.14 1.69 1.25 
 
 
 Comparison of extent of APN activity according to grade  
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There were significant differences (p < 0.001) according to grade of nurse in the mean score for total 
APN activities in all five domains of APN practice (see Table 4). Post hoc Scheffe (p< 0.05) comparisons 
for determining where the significant differences lie, indicate that for Direct Care, nurses/midwives at 
Grades 5 and 6 are significantly different from those at Grades 7 and Grades 9 -11. Similarly, in the 
three Domains, Support of Systems, Research and Professional Leadership Grade 5 and Grade 6 are 
significantly different from Grades 7 and 9 - 11. The activities in the educational domain peaked 
significantly for the middle Grades 6 and 7.   
Table 4.  Performance of APN activities according to nursing grade  
APN Activities 
Grade 5 
N = 143 
Grade 6 
N = 171 
Grade 7 
N = 237 
Grade 9-11 
N = 86 
ANOVA 
F (df) 
 Mean (SD) Mean (SD) Mean (SD) Mean (SD)  
Direct comprehensive care 2.72 (0.76) 2.98 (0.64) 2.11 (1.12) 2.22 (1.04) 34.6 (3,636)* 
Support of systems 1.60 (0.89) 2.35 (0.73) 3.00 (0.75) 3.07 (0.75) 114.8 (3,636)* 
Education 1.75 (0.86) 2.49 (0.80) 2.53 (0.96) 2.09 (0.76) 29.0 (3,636)* 
Research 0.87 (0.83) 1.52 (0.91) 1.99 (1.00) 1.89 (0.88) 46.9 (3,636)* 
Professional leadership 0.53 (0.77) 1.15 (1.01) 2.02 (1.06) 1.96 (0.92) 83.7 (3,636)* 
* = p < 0.001 
 
Grade 7 nurses performed more APN activities across most domains of the model, with the notable 
exception being the Direct Care domain. Table 2 shows that there is considerable diversity of roles in the 
Grade 7 classification indicating there may be differences in patterns of APN activities in clinical and 
non-clinical Grade 7 roles. This was tested in more detailed analysis of APN activities across three 
groups: clinical Grade 7 nurses (nurse unit managers and clinical nurse consultants), nonclinical Grade 
7 nurses (educators, managers and researchers) and Grades 5 and 6 nurses/midwives. A one-way 
ANOVA was conducted to compare whether clinical position and grade of nurse affected the level of 
mean APN activities calculated from the five domains of the model. Significant differences (p < 0.001) 
were detected across all groups in the mean scores of the five domains of APN practice (see Table 5). 
Post hoc Scheffe (p< 0.05) comparisons were performed to determine where those significant differences 
lie. In the Direct Care and Research domains all three groups were significantly different from each other. 
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Clinical Grade 7 nurses carry out the greatest level of research activities followed by nonclinical Grade 7 
nurses, with lowest grades performing the least. Grade 5 and 6 nurses, mostly working in a clinical 
setting, do greater levels of direct care activities, followed by clinical Grade 7 nurses and then nonclinical 
Grade 7 nurses. For the Support of Systems and Professional Leadership domains Grades 5 and 6 
performed significantly less APN activities and there was no meaningful difference between clinical and 
nonclinical Grade 7 nurses. Grades 5 and 6 performed significantly less Education activities compared 
with clinical Grade 7 nurses.  
Table 5.  Performance of APN activities according to clinical position and nursing grade  
APN Activities 
Grade 5 and 6 
N = 314 
Grade 7 
Nonclinical 
N = 90 
Grade 7    
Clinical 
N = 147 
ANOVA 
F (df) 
 Mean (SD) Mean (SD) Mean (SD)  
Direct comprehensive care 2.86 (0.71) 1.46 (1.18) 2.51(0.87) 96.6 (2,550)* 
Support of systems 2.00 (0.89) 2.89 (0.79) 3.07 (0.72) 99.3 (2,550)* 
Education 2.15 (0.90) 2.36 (1.17) 2.64 (0.80) 13.8 (2,550)* 
Research 1.23 (0.93) 1.73 (1.13) 2.15 (0.87) 49.2 (2,550)* 
Professional leadership 0.87 (0.96) 1.88 (1.17) 2.11 (0.98) 90.9 (2,550)* 
* = p < 0.001 
 
 
Multiple Linear Regression analysis 
Stepwise multiple linear regression was undertaken to examine the influence of five independent 
variables: working at Grade 7 in a predominately clinical role or not (yes/no), working at Grade 7 in 
a nonclinical role or not (yes/no), length of experience as a registered nurse (months), hospital-
based position (yes/no) and education level (10 steps, from certificate to PhD) on the extent of mean 
APN activity in all five domains.  Grades 9 and above were eliminated from the analysis as these 
roles are managerial and the final complete data set for this analysis was 464 individuals in Grades 
5, 6 and 7. This data set is identical to that presented in Table 5. The data were segregated into three 
categories: (1) Grade 5 and 6 (N=274); (2) Non-clinical Grade 7 (N=67) and (3) Clinical Grade 7 
(N=123).   Table 6 shows that Grade 7 clinical nurse was a selected variable in each of the APN 
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regression models. The models tested by the stepwise multiple linear regression identified the total 
variance due to the model ranged from 6% for Research to 29% for Professional Leadership. 
Results from this analysis indicated that nurses working in Grade 7 clinical positions performed 
significantly more APN activities than nonclinical Grade 7 nurses or nurses in Grades 5 and 6 in all 
domains except Direct Care. Nonclinical Grade 7 nurses also perform more APN activities than 
Grade 5 and 6 nurses however not to the same extent as clinical Grade 7 nurses and significantly 
less Direct Care activities. Nurses with higher levels of education also performed significantly more 
APN activities in all of the models except Support of Systems. Overall, context of practice (hospital 
or community) and length of service were not strong predictors of levels of APN activities.  
 
Table 6. Predictors of extent of APN activity for each domain 
 
 df Unstandardised  
ß 
p Adjust 
R
2 
F 
Direct Comprehensive Care  4,463   0.270 43.84* 
 Constant 
Non clinical Grade7  
Clinical Grade7  
Hospital Based  
Highest Education Level  
 3.297 
-1.400 
-0.426 
-0.355 
0.070 
 
0.000 
0.000 
0.000 
0.005 
  
Support of systems 
Constant 
Clinical Grade7  
Non clinical Grade7  
Number Months RN 
3,463  
1.813 
1.030 
0.863 
0.001 
 
 
0.000 
0.000 
0.015 
0.273 59.04* 
Education 2,463   0.061 16.15* 
 Constant 
Clinical Grade7  
Highest Education Level 
 1.943 
0.413 
0.084 
 
0.000 
0.002 
  
Research 
Constant 
Clinical Grade7  
Non clinical Grade7  
Highest Education Level 
3,463  
1.014 
0.902 
0.455 
0.067 
 
 
0.000 
0.001 
0.019 
0.168 32.13* 
Professional leadership  
Constant 
Clinical Grade7  
Non clinical Grade7  
Hospital Based  
Highest Education Level 
 
4,463  
1.393 
1.199 
0.959 
-0.447 
0.074 
 
 
0.000 
0.000 
0.000 
0.013 
0.288 47.88* 
 
* = p < 0.001 
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DISCUSSION 
A systematic review and meta-synthesis of qualitative studies into APN role development and 
effectiveness of practice found that role ambiguity was one of two most important factors 
influencing utilisation of APN roles in the acute hospital setting (Lloyd Jones 2005). The need to 
differentiate advanced practice roles and classify an advanced level of practice persists and is 
becoming increasingly urgent. There is an extensive body of scholarly work in the international 
literature attesting to the lack of clarity in nomenclature and role ambiguity related to APN. That the 
call for clarity emanates from within the nursing discipline indicates the level of confusion that 
must exist in the community and other health disciplines in understanding how nursing works.  
 
Study limitations 
This paper is the fourth in a series of publications (Chang et al. 2010, Chang et al. 2011, Gardner et 
al. 2007) from a research program that aims to develop a validated model for discerning the 
dimensions of APN. The overarching goal for the project was to provide research based tools for 
health service managers and the profession to operationally differentiate APN roles that work 
within the registered nurse legislated scope of practice from other nursing roles and from the nurse 
practitioner role. This research has demonstrated that the M-Strong APRD tool, and therefore the 
M-Strong AP Model, differentiates APN practice from other nursing levels and roles. There were 
however, some limitations to our survey that need to be considered when reviewing our findings. 
Our response rate of 42% is lower than the standard 60% required for biomedical journals 
nonetheless there is no firm evidence of a minimum effective response rate (Livingston & Wislar 
2012). Non-response bias is mostly relevant when the survey topic is sensitive (Dillman 1991) 
which was not the case in this study. We did not ask respondents to self-rate if they were working at 
the level of an APN or not, thus we have no comparison of those self nominating as advanced 
practice nurses and the activities they currently undertake. Due to the small number of nurse 
practitioners in the study population at the time we were unable to include this level of nursing in 
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our study. This survey was conducted in one state of Australia, and only state health service 
employees were invited to participate. A wider survey of nurses in all different sectors and contexts 
may obtain different results and further testing of the tool is needed to ensure that the validity is 
maintained in a different sample of nurses. Despite these limitations there are significant and 
noteworthy findings from this research.  
 
Delineating advanced practice 
The M-Strong APRD tool has been validated for domain and activity content (Chang et al. 2010), 
for reliability and construct validity (Chang et al. 2011) and this study has established the internal 
validity of the instrument (see Table 3). The instrument, and therefore the M-Strong AP Model, is 
able to differentiate between standard registered nurse/midwife roles in Grades 5 and 6 and 
advanced practice nurses in Grade 7 by the level of APN activities undertaken across the five 
domains of practice. The highest amount of APN activity undertaken was by those working at 
Grade 7 in the Queensland nursing/midwifery classification schedule. These are nurses considered 
to be working at the level of advanced practice in leadership roles that include senior clinicians, 
clinical managers and systems support roles (see Table 2). We also found that Grade 7 nurses in 
clinical roles scored higher across all APN domains of practice than all other Grade 7 roles. This 
was supported by the regression analysis that showed the strongest predictor for APN was working 
in a clinical Grade 7 role with higher levels of education. There is considerable support that 
advanced practice is primarily a clinical role (Donnelly 2006, Thoun 2011) and equally strong 
assertions that APN should not be characterised exclusively by a clinical domain (Brook & 
Rushforth 2011, Pearson 2011). However these, as with many assertions and research findings 
related to APN are problematic due to the lack of clarity and ongoing ambiguity of roles. Our 
findings support the potential of a research based model of APN that will identify and define the 
activities and work attributes of nurses practising at this level in Queensland Australia and delineate 
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APN roles and level of practice from the standard level registered nurse and potentially from the 
role of the nurse practitioner.  
These findings have important implications for optimum utilisation of nursing and for bringing 
clarity to nursing roles and nomenclature. In Australia, Canada, USA and New Zealand the nurse 
practitioner role is recognised as a specific level and type of nursing service with regulation and a 
legislation framework to extend the scope of practice beyond that of the registered nurse (Canadian 
Nurses Association 2005, Australian Nursing and Midwifery Council 2006, Pulcini et al. 2010, 
Stanley 2009). The call for regulation of nurse practitioners internationally is increasing (Brook & 
Rushforth 2011, Morgan 2010). Consequently, the title of nurse practitioner has specific meaning; 
this is a role that Brook and Rushforth (2011) refer to as a hybrid model that incorporates practices 
from medicine and nursing and regulation is seen as essential for reducing risk for the health care 
consumer. The challenge for the discipline now is to provide a framework to identify nursing 
practice that draws upon advanced knowledge and skill with increased levels of autonomy that 
function within the registered nurse scope of practice. These research findings provide an important 
first step in developing this framework.  
 
Following an international survey of APN, Pulcini and colleagues (2010) described the NP – APN 
as a sleeping giant for healthcare systems worldwide in the potential for these senior levels of 
nursing to improve timely access and quality of health care in both developing and developed 
countries. To waken this giant and avail the full potential of nursing to the health care consumer 
population the challenge for the discipline is to establish clarity in domains of practice and service 
potential of advanced practice nursing.  
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CONCLUSION  
There is international agreement that clarity related to advanced practice nurse roles is necessary 
and reduction of role ambiguity is an imperative for the discipline.  This research together with this 
team’s prior work on APN brings to the international nursing community a model of APN that had 
its inception in the USA and modified, tested and validated through research conducted in 
Queensland, Australia. Further research with a larger sample of nurses, including nurse 
practitioners, from a wider range of service contexts is essential for testing of the M-Strong AP 
Model and the M-Strong APRD tool. Not-with-standing the need for further research, our findings 
are significant in their potential for nursing in terms of effective role delineation, career and 
education planning and for health service managers in providing operational information for 
assigning and implementing innovative nursing roles appropriate to service needs and patient 
requirements.        
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